(1) Enlargemzent of the Anastonwtic Opening.-In some cases this is sufficient, and in exhausted patients it may be all that can be safely attempted.
(2) Excisiont oj the ulceris the most radical procedure, but iilay be a very severe and grave operation owing to extensive adhesions and the poor general condition of the patient. The ulcer having been excised, a new and more perfect gastrojejunostomy has to be mnade, unless the pylorus and duodenum are patent, when the openings in the stomach and jejunum may be closed with advantage in many cases.
(3) The additiont of another gastrojejunostomny, generally anterior, without excision of the ulcer is not likely to be of any permanent value.
The surgery of gastrojejuno-colic fistula is extremely difficult, for nothing short of excision of the fistule and ulceration involving three viscera, is likely to be successful. In my case shown to-day, excision of the fistula and ulcer has proved most satisfactory, but the ulcer was not a very large one, and only occupied the left side of the anastomotic ring. Here it was possible to close the resulting wounds in the colon and anastomosis without narrowing the lumen of either, the suture line in the colon being transverse to its axis and 2 in. long, that at the anastomosis being circumferential. It is clear that sewing in the opposite direction would have narrowed the channels. It was still necessary, however, to overcome the obstruction in the jejunum at the anastomosis, which was due to kinking, by performing enteroanastomosis 3 in. below the gastrojejunostomy.
Bilateral Destruction of Gasserian Ganglia by Alcohol Injection
for Chronic Trigeminal Neuralgia.
By WILFRED HARRIS, M.D.
MRS. M.-H., aged 49, began to suffer fifteen years ago from spasmodic pains on the right side of her face, commencing, in the upper jaw, and spreading into the lower jaw and temple. At first she used to get remissions of the pain, perhaps for a few months, but 'the spasms became much more frequent. and severe in the latter part of 1912, attacks of pain occurring every five minutes, keeping her awake.
With the neuralgic spasms she used also to have well-marked motor right facial spasnm, with the exception of the aural muscles and the platysma, and her habit was to rub the skin of the right side of her face during the paroxysms of pain, so that she had rendered the skin of the lower portion of the cheek and the chin on the right side almost horny, and had rubbed away the outer half of the right eyebrow. Early in 1913, she was admitted into the National Hospital under the late Dr. Batten. She then had no teeth in either right jaw, and the sensation of the face was perfect, with no true hyperesthesia, though she was afraid of light touches starting the painful spasms. On February 9, 1913, at Dr. Batten's request, I injected the right foramen ovale, under chloroform, by the usual route beneath the zygoma, using 14 C.C. of 80 per cent. alcohol. As a result, she had complete right fifth nerve paralysis, motor and sensory, with loss of taste on the right side of the tongue, anterior two-thirds. Slight keratitis developed after a week, so that Mr. Paton sewed up her eyelids for six months. After the eyelids were opened again, the cornea has remained perfectly healthy. There has been no return of any neuralgia on the right side, and the ancesthesia of the right fifth has remained permanent and complete to all forms, including pressure, and also for taste. The motor root, however, recovered, so that the right miasseter, ptervgoids, &c., recovered well.
Five and a half years later, in August, 1918, she came again to see me, with a recurrence of neuralgia on the left side, in the cheek and upper jaw. She stated that she had had a queer feeling in the cheek for sonie months, but no pain until July, when a severe twinge seized her in the upper guImi, spreading into the temple and side of the nose; and walking or eating or even a touch on the lower lip, would start it. Examination showed the right fifth area totally anaesthetic, with right-sided loss of taste complete as before, though the right masticatory 'nuscles were now fully recovered. I then injected her left foramen rotundum with 90 per cent. alcohol, using the route in front of the coronary process, behind the antrum, and through the pterygo-maxillary fissure. Fairly deep an2esthesia of the second division of the left fifth was produced, and she was completely free of the neuralgia until November, 1919, when it recurred, after sixteen months. She came to see me again on December 10, 1919, and I then decided to destroy her left Gasserian ganglion by alcohol injection, so as to give her permanent relief. This was a feasible operation, owing to the recovery of the right masticatory muscles, though bilateral gasserectomy is an impossible operation for the surgeon, owing to the permanent jaw-drop which would be produced from the destruction of the motor branches of the two fifth nerves. On December 10 I therefore, using novocain anaesthesia only, injected the left Gasserian ganglion with 90 per cent. alcohol, with resultant total left fifth nerve palsy, motor and sensory. As my present custom is, I closed her left eyelids with strapping at once, and with washing out the conjunctival sac twice daily for ten days, her cornea has remained clear, and is now quite healthy. There is, therefore, now present total anaesthesia of the whole of the front half of the head and face to all forms of sensation, including pressure, owing to the bilateral ganglion destruction, and she can taste nothing at all until she begins to swallow, when she appreciates taste quite keenly. On testing the sense of taste carefully, there is no perception of taste whatever on the front portion of the tongue, but she at once recognizes salt, sweet or bitter, with solutions placed on the back of the tongue or fauces.
This case, therefore, is a good illustration of the undoubted fact that in the majority of subjects taste sensations are conveyed to the pons fronm the anterior two-thirds of the tongue by the fifth nerve, and not by the pars intermedia Wrisbergi, the so-called central prolongation of the chorda tympani.
Case of (?) Polyneuritis Cranialis. PATIENT, W. J., a male, aged 50. History: Septeimber 17, 1918-Pain in the right ear and tenderness over mastoid. Examination of tympanic membrane negative. Hearing normal. Two weeks later-Bronzcho-pneumnonia, with unconsciousness some days. On recovering consciousness he found that the pain had disappeared, and he had the following symptoms: Right ear, deaf; right face, paralysed and dead; unable to swallow (nasally fed for eight weeks). Headache in parietal region; occasional vomiting after food. Diplopia-good vision otherwise. Aching and wasting of right shoulder. Aphonia-could only whisper. Since then swallowing has improved, but he still gets occasional regurgitation of fluids thr6ugh the nose, and cannot swallow hard solids. Phonation has improved, but is not normal. Headache occasional, bitemporal; vision has deteriorated, specially in the right eye. Diplopia has improved. Sphincters: Occasional frequency and weakness of control. No ictus at any time.
Past history: Dysentery and nephritis in Gallipoli.
